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In this issue of Acta Oncologica, we can read the
results of a Dutch study which focuses on patient
adherence with regards to oral cancer treatments [1].
This has become a most important part of oncology,
as treatments are no longer routinely administered
intravenously (and thus supervised by hospital staff)
but in many cases left to the patient to manage at
home. How confident can we be that what the doctor
prescribes is what the patient really takes? At some
stage most colleagues have worried about patient
compliance and understanding — and in this setting
over-adherence or a misunderstood dosage can lead
to terrible consequences, or even death.

The study by Timmers et al. addresses patient
adherence not only to oral chemotherapy but also to
tyrosine kinases, lenalidomide and thalidomide. Not
surprisingly, the authors find that some patients take
too little whilst others take too much of these highly
potent drugs. Patients on a cyclic dose schedule,
those with higher education and those who did not
live alone had the highest chances of optimal adher-
ence to the dose schedule.

The relationship between cancer and socioeco-
nomic status (SES) has been studied extensively, and
there is agreement that social factors influence can-
cer survival. Studying SES is complex and one has
to consider factors such as patient’s income, mean
income in area of habitation, race, ethnicity, educa-
tional level, smoking and alcohol habits as well as
distance to hospital or other care facility. In the Scan-
dinavian countries educational level has been utilized
as a useful marker when studying SES as income
gaps are not as wide as in, for instance, North
America. Here and elsewhere studies have shown
that patients of higher education have a better overall
and cancer-specific survival than less educated

patients, with survival differences sometimes being
larger than what can be obtained through modern
adjuvant treatment [2].

Why is this so? A popular explanation (albeit one
hard to verify) has been that in groups of lower SES
co-morbidity is more prevalent. Co-morbidity is
challenging to measure objectively and is seldom
reported in cancer registers, although one Dutch study
has shown that in a large material, co-morbidity was
approximately 50% more frequent in low SES than
in high SES-groups [3]. It is reasonable to believe
that the presence of other diseases will directly or
indirectly influence cancer survival, either through
the patient’s ability to undergo treatment or through
treatment complications due to other illness.

The uncomfortable part of SES versus cancer
survival is whether patients’ SES can actually influ-
ence treatment (and thus, survival). Few oncologists
and surgeons admit to altering treatment due to their
patients’ social status, and yet a number of studies
now clearly show that all parts of cancer treatment
(surgical approach, radiotherapy, adjuvant and pal-
liative chemotherapy) can be influenced by the
patient’s SES [2,4,5]. This seems to be independent
of the type of healthcare system available, i.e. these
treatment gradients have been observed even in pub-
lic-funded systems which serve all inhabitants at
nominal fees [6].

That higher education should influence survival
has fuelled much discussion and some have argued
that higher education is only a “marker” of high SES.
However, having higher education leads to high
health literacy, meaning good ability to navigate the
healthcare system, understand doctor’s instructions
and probably also to comprehend the importance of
treatment adherence [7,8]. Studies have also shown
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that patients with higher education have longer con-
sultations with their doctor than patients of lower edu-
cation [9,10]. Even if this should probably be the
other way around, the phenomenon is supported by
oncologists who describe their highly educated patients
as well-read, demanding, and with more questions
than their less educated counterparts [11].

Living alone is not beneficial when it comes to sur-
vival [12-14]. Studies have shown that patients who
do not live with someone (partner, child or other fam-
ily member) have shorter survival than others [15,16].
Some have argued that this is due to strong individuals
being “selected” into partnership whilst others have
hypothesized that family support during cancer ther-
apy help patients withstand adverse treatment effects
[17-20]. In studies done on adherence to therapy (in
cancer and other areas of medicine) a number of
groups have shown that it is beneficial to have the sup-
port of a spouse or other family member [21-24]. In
a small interview study in Sweden, oncologists said
they take patients’ family situation into consideration
when prescribing treatment, some saying that they
actively refrain from combination chemotherapy (fear-
ing toxicity) and oral chemotherapy (fearing a lack of
compliance) [11]. The present study by the Dutch
group [1] adds support to this belief — that patients
who lack social support are less compliant when it
comes to handling outpatient cancer treatment.

In most papers published on the relationship
between patients’ SES and cancer, the conclusions
are similar — underserved groups must be given more
support to compensate for their disadvantage. If
patients with lower education and poor social net-
work are less adherent to oral cancer treatments, this
may in part explain why their survival is inferior.
These patients need longer consultations instead of
shorter, more healthcare resources instead of less. If
our ambition is to improve survival, we must remem-
ber that it can only be done by improving results for
all SES-groups. No matter how efficient new treat-
ments may be, they are of no use if the patient does
not take them as prescribed. The Dutch study adds
valuable information for medical professionals whose
aim is to supply tailored care for all patients in order
to improve cancer survival.
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